pidemiologic research in community and clinical settings reveals a strong correlation between mental disorder and impaired occupational and social functioning (1) (2) (3) . Primary care patients with depressive and anxiety disorders have poorer social, role, and occupational functioning than patients without these disorders. Depressive disorders have also been associated with a larger number of disability days and poorer role functioning than several common general medical diseases, including arthritis, hypertension, and diabetes (4) .
Longitudinal studies of primary care patients provide evidence for the disabling effects of mood and anxiety disorders (5, 6) . Patients whose psychiatric symptoms substantially improve over time show corresponding improvements in social and occupational functioning. In contrast, patients whose psychiatric symptoms do not substantially improve have no or little change in their level of disability (6) .
The link between specific mental disorders and functional disability may be confounded by the co-occurrence of multiple mental disorders within the same individual. In one study (7) , for example, approximately two-thirds of primary care patients with a current depressive disorder also met the criteria for an anxiety disorder. Recent epidemiologic studies (1, 8) have sought to determine the unique contribution of individual mental disorders to disability in primary care populations.
In a World Health Organization (WHO) study (8) , primary care patients with isolated ICD-10 mental disorders reported greater occupational and physical disability than patients without a mental disorder. Across a range of mental disorders, patients who met the criteria for only one disorder tended to have poorer occupational and role functioning than patients with no mental disorder but better functioning than patients with multiple mental disorders. In a separate study, Spitzer and co-workers (1) examined the association between broad mental disorder groups and impaired functioning. After controlling for other mental and general medical disorders, they found that anxiety and mood disorders were significantly associated with impaired social and role functioning. In contrast, alcohol use disorders were not significantly associated with impaired role or social functioning.
In this study we extended this line of research to a wide range of individual DSM-IV mental disorders. We examined relationships between these disorders and measures of social and occupational disability to evaluate the effects of mental disorders, in isolation and in combination, on social and occupational functioning.
METHOD
The data in this report were collected for a study of a new procedure for assessing mental disorders in primary care, the SymptomDriven Diagnostic System for Primary Care (9) . The study was conducted at the Kaiser Permanente Medical Center in Oakland, Calif., which serves over 160,000 members.
A randomly selected group of patients with already scheduled appointments at the Department of Medicine were invited to participate in the study. Eligible patients included new and continuing patients who had appointments that had been made at least 3 days in advance, were between 18 and 70 years of age, could read and write English, were able to complete the study forms, and were scheduled for faceto-face contact with their primary care physicians. Only patients who gave written informed consent were enrolled in the study.
A total of 1,001 patients participated in the study. This represented 88.6% of the patients who originally agreed to participate and 40.0% of those invited to participate in the study during a prescreening interview. The most common reason offered for refusing to participate at the prescreening interview was lack of time, and the most common reasons for dropping out after initially agreeing to participate were failure to arrive for the medical appointment on time or missing the appointment altogether.
The basic demographic and service utilization characteristics of the study subjects were compared with those of a simple randomly selected group of 5,005 patients drawn from the same population of clinic visits. The study group and the larger group were similar in age (mean=49.2 years versus mean=49.7 years), sex (63.0% female versus 58.1% female), number of general medical visits in the past year (mean=4.2 versus mean=4.2), and the percentage who had ever been seen in the Department of Psychiatry (12.0% versus 12.7%).
Patients who met the prescreening eligibility criteria and provided verbal consent to participate were invited to report to the medical clinic for study intake one-half hour before their regularly scheduled appointment. At study intake, patients completed a history form that included demographic data, a brief medical checklist, questions on use of mental health services, and disability items. Disability was measured with the Sheehan Disability Scale (10, 11) , which is a composite of three self-rated 10-point Likert response subscales (0=no disability, 1-3=mild, 4-6=moderate, 7-9=marked, 10=extreme) to assess work, family, and social functioning during the past month. In addition, disability items derived from the National Institute of Mental Health Epidemiologic Catchment Area Program (12) were used to self-rate "getting along with your partner" (marital distress) and whether the patient had missed work due to emotional problems during the past month.
Patients were also asked whether, during the past month, they had discussed an emotional problem with their doctor; talked to a psychiatrist, psychologist, psychotherapist, social worker, family therapist, or drug counselor; or been to Alcoholics Anonymous. A positive response to any of these questions was considered as recent use of mental health care.
Within 4 days following the index medical visit, a mental health professional contacted each subject by telephone to administer the Structured Clinical Interview for DSM-III-R (SCID) (13) , which had been modified to reflect DSM-IV criteria. Thirteen mental health professionals (nine psychiatrists and six nonphysicians with extensive mental health care experience) were trained to administer the structured interviews. One hundred randomly selected audiotapes of interviews were blindly rated by the investigators; because of low withinrater base rates and nearly complete agreement between raters and reviewers (all diagnoses in 91.6% of cases), it was frequently not possible to calculate Cohen's kappa (14) .
Eighty-four percent of the structured interviews were completed within 2 days after the index medical visit, and the other interviews were completed within 4 days after the medical visit. The revised SCID covered major depressive disorder, panic disorder, generalized anxiety disorder, obsessive-compulsive disorder (OCD), and alcohol and drug abuse and dependence. A shorter structured interview based on DSM-IV criteria, the Mini International Neuropsychiatric Interview (15) , was also administered to diagnose bipolar disorder, anorexia nervosa, bulimia nervosa, posttraumatic stress disorder (PTSD), specific phobia, social phobia, agoraphobia, and antisocial personality disorder. Previous research (16) demonstrates high concordance between the Mini International Neuropsychiatric Interview and the SCID for these diagnoses.
Some of the analyses involved patients who met criteria for multiple mental disorders. In these analyses, 10 diagnostic groups were considered: major depressive disorder, generalized anxiety disorder, PTSD, OCD, panic disorder, phobia, antisocial personality disorder, alcohol use disorders, drug use disorders, and eating disorders. Patients with panic disorder and agoraphobia were considered to have one disorder. In some analyses, alcohol and drug use disorders were considered together as substance use disorders.
In the statistical analyses, between-group comparisons of categorical variables were made with the chi-square test, except when the expected cell size fell below five, in which case Fisher's exact test was used. Group comparisons of Sheehan Disability Scale scores were made with analysis of variance followed by Tukey's honestly significant difference test of pairwise comparisons (alpha=0.05).
Multivariate analyses were used to examine associations of each disorder with the disability measures while demographic and clinical factors were controlled. The 10 disorders and patients' age, sex, race, marital status, and perceived physical health status as measured on a 5-point Likert response scale were entered as independent variables in logistic regression analyses to examine the strength of associations with the categorical disability measures. Multiple linear regression was used to examine association of these independent variables with Sheehan Disability Scale scores.
RESULTS
Demographic characteristics of the subjects are presented in tab l e 1. The study group was predominantly female, married, and between 31 and 60 years of age. It was also racially diverse, and most subjects had received at least some college education. A majority of the subjects reported that their total annual family income was between $25,000 and $69,999. Table 2 displays the rates of current mental disorders in the study group. Approximately one-fifth (19.8%) of the patients met the criteria for at least one of the dis-OLFSON, FIREMAN, WEISSMAN, ET AL. orders under study. Anxiety disorders were the most common group of disorders, followed by affective disorders and substance use disorders.
Approximately 8.3% (N=83) of the patients met the criteria for more than one mental disorder. As a group, the patients with more than one mental disorder had significantly higher Sheehan Disability Scale scores than the patients with a single disorder (mean score= 16.2, SD=8.4, versus mean=9.5, SD=7.5; t=5.5, df= 188, p<0.001) and were significantly more likely to report recent loss of work time (50.6% versus 33.9%; χ 2 =5.5, df=1, p<0.02). These two patient subgroups did not significantly differ with respect to recent mental health care utilization (37.3% versus 26.1%) or marital distress (18.3% versus 18.5%).
Major Depressive Disorder
Major depressive disorder, which occurred in 7.3% of the patients, was the single most common mental disorder. Nearly two-thirds (65.8%, N=48) of the 73 patients with major depressive disorder met the criteria for at least one other mental disorder. This was most commonly generalized anxiety disorder (58.3%, N=28 of 48), panic disorder (35.4%), agoraphobia (35.4%), or social phobia (31.3%). In the univariate analysis, the patients with major depressive disorder alone were significantly more likely than the patients without a mental disorder to report recent loss of work time, marital distress, and mental health care utilization. These patients also had significantly higher Sheehan Disability Scale scores (table 3) .
After controlling for age, sex, race, marital status, perceived physical health status, and other mental disorders, we found that the patients with major depressive disorder had an estimated 7.5 times greater risk of marital distress, a 2.2 times greater risk of recent missed time at work, and a 1.9 times greater risk of recent mental health service utilization (table 4) . There was also a significant positive association between major depressive disorder and Sheehan Disability Scale score after adjustment for the other demographic and clinical variables.
Phobias
The rate of current phobias was 7.7%. Most of the 77 patients with phobia (59.7%, N=46) met the criteria for at least one other mental disorder. The most commonly associated diagnoses were major depressive disorder (56.5%, N=26 of 46), generalized anxiety disorder (37.0%), panic disorder (34.8%, excluding panic disorder and agoraphobia), and alcohol use disorders (30.4%).
In the univariate analysis, patients with phobia alone had higher Sheehan Disability Scale scores and were more likely to report recent work time loss and a mental health visit than the patients without a mental disorder, but they had lower Sheehan Disability Scale scores and were less likely to report recent loss of work time than the patients with phobia and another mental disorder (table 3) . After we controlled for the potentially con- founding effects of demographic factors, perceived health status, and other mental disorders, phobia was significantly associated with Sheehan Disability Scale score but not the other disability measures (table 4) .
Generalized Anxiety Disorder
Thirty-seven patients (3.7%) met the criteria for generalized anxiety disorder. The vast majority of the patients with generalized anxiety disorder (89.2%, N=33) also met the criteria for another mental disorder. Major depressive disorder was the most commonly associated disorder (84.8%, N=28 of 33), followed by agoraphobia (33.3%), panic disorder (30.3%), social phobia (30.3%), and specific phobia (30.3%).
Patients with generalized anxiety disorder and another disorder had significantly higher Sheehan Disability Scale scores than patients without a mental disorder and were significantly more likely to report having missed work and having made a mental health visit during the past month (table 3) . No significant associations between generalized anxiety disorder and the various disability measures were observed following adjustment for possible confounding variables (table 4) .
Panic Disorder
Twenty-four (80.0%) of the 30 patients with panic disorder also met the criteria for another mental disorder. The most commonly co-occurring disorders were major depressive disorder (70.8%, N=17 of 24), social phobia (50.0%), specific phobia (41.7%), and generalized anxiety disorder (41.7%). The patients with panic disorder and other mental disorders were more likely to report marital distress and had significantly higher Sheehan Disability Scale scores than the patients with panic disorder alone and those with no mental disorder (table 3) .
The patients with panic disorder alone were significantly more likely than the patients with no mental disorder to report recent loss of work time or a mental health visit (table 3) . However, the associations between panic disorder and the disability measures were not significant after adjustment for demographic and other clinical variables (table 4) .
Substance Use Disorders
The study group included 24 patients (2.4%) who met criteria for current drug abuse or dependence and 52 (5.2%) who met the criteria for alcohol abuse or dependence (table 2). The most common drugs of abuse or dependence were cannabis (N=13), cocaine (N=6), and sedatives (N=5).
Most of the 63 patients with a substance use disorder (58.7%, N=37) met the criteria for at least one other mental disorder. Thirteen patients met the criteria for both alcohol and drug use disorders. Among the patients with an alcohol use disorder, major depressive disorder (N=8) and agoraphobia (N=8) were the most common comorbid mental disorders not involving substance use. Specific phobia (N=5) and agoraphobia (N=5) were the most common co-occurring disorders among the patients with drug use disorders. After we 
Posttraumatic Stress Disorder
Nearly two-thirds of the 20 patients with PTSD (65%, N=13) also met the criteria for another mental disorder. The most common comorbid disorders were phobia (69.2%, N=9 of 13), major depressive disorder (53.8%), and bipolar disorder (38.5%). In the univariate analysis, the patients with PTSD alone had significantly higher Sheehan Disability Scale scores and were significantly more likely to report marital distress and recent mental health service use than the patients without a mental disorder (table 3). In the multivariate analyses, PTSD was significantly associated with making a recent mental health visit, but not the other disability measures (table 4) .
Other Disorders
A majority of the patients who met the criteria for OCD (83.3%, N=10 of 12), bipolar disorder (75.0%, N=9 of 12), antisocial personality disorder (64.2%, N=9 of 14), or an eating disorder (71.4%, N=5 of 7) also met the criteria for other mental disorders. Several patients with OCD also had phobia (N=9) or major depressive disorder (N=7). Substance use disorders tended to occur in combination with bipolar disorder (N=4), antisocial personality disorder (N=4), and eating disorders (N=4).
After adjustment for the effects of diagnostic and other variables, bipolar disorder was significantly associated with Sheehan Disability Scale score and recent loss of work time (table 4) . In these analyses, OCD, eating disorders, and antisocial personality disorder were not significantly associated with any of the disability measures. Six patients with bipolar disorder reported receiving mental health care in the past month. DISCUSSION We found that major depressive disorder, bipolar disorder, phobia, and substance use disorders were independently and significantly associated with a composite measure of work, family, and social disability. The two affective disorders, major depressive disorder and bipolar disorder, were associated with the largest decrements in functioning. These findings support the recent emphasis on the management of major depressive disorder in primary care (17) and suggest that attention should also be directed toward the management of bipolar disorder in primary care. Bipolar disorder was particularly strongly associated with having missed time at work.
Phobia had a modest association with social disability. In an earlier study (18) , primary care patients with social phobia uncomplicated by major depression reported poorer overall health than patients without a mental disorder. We extend this finding by demonstrating that primary care patients with phobia by itself report significantly poorer social, family, and work functioning than patients without a mental disorder. Although phobia that occurs with other mental disorders increases disability, phobia alone may be an important source of impairment and should not be minimized in practice.
The current observation that substance use disorders are independently associated with social disability contrasts with the earlier study that failed to demonstrate a unique association between alcohol use disorders and impaired social or role functioning (1) . This discrepancy may be related to the greater power achieved in our study by combining drug and alcohol use disorders or to differences in how disability was measured. It is also possible that the patients with substance use disorders in our study group were simply more severely ill than the patients with alcohol use disorders identified in the earlier study.
Consistent with the WHO study (8), we found that restricting the analysis to primary care patients in whom there is no comorbid mental disorder tends to diminish the level of disability. Across a range of disorders and disability measures, patients with a single mental disorder tended to be less disabled than patients with multiple disorders, but they were more disabled than patients with no mental disorder. These relationships underscore the importance of assessing psychiatric comorbidity in primary care. The high frequency of untreated comorbid cases should stimulate efforts to improve the diagnosis and treatment of primary care patients with complex psychiatric symptom profiles. A strict application of DSM-IV exclusion criteria for generalized anxiety disorder would lower our overall rate estimate of 3.7% (N=37) to 0.4% (N=4). The DSM-IV criteria for generalized anxiety disorder require that "the focus of the anxiety and worry is not confined to features of an Axis I disorder" and "the disturbance is not due to the direct physiological effects of a substance" (p. 436). If it is assumed that generalized anxiety disorder is a residual diagnostic category that exists only in the absence of other related axis I disorders, then the study group of 1,001 cases yielded only four cases of generalized anxiety disorder. For heuristic reasons, however, we report overall results without imposing the diagnostic hierarchy described in DSM-IV. With a more detailed diagnostic evaluation, it might have been possible to separate the comorbid cases into those with primary generalized anxiety disorder and those with symptoms of generalized anxiety disorder due to another axis I disorder.
When comorbid and noncomorbid cases are combined, our rate estimates for individual mental disorders are generally consistent with earlier research in primary care. Specifically, our estimates fall near or within the range of previously published rates (shown in parentheses): phobia, 7.7% (5.8%-13.0% [19] [20] [21] [22] ); major depression, 7.3% (2.2%-14.1% [8, 19, 20, [22] [23] [24] [25] [26] ); generalized anxiety disorder, 3.7% (1.6%-11.9% [8, 19, 20, 23, 26] ); alcohol abuse, 3.1% (2.6%-8.2% [8, 20, 21, 23, 24, 26] ); panic disorder, 3.0% (1.1%-6.2% [8, 19, 20, 23, 24, 26] ); OCD, 1.2% (0.7%-2.2% [19] [20] [21] 23] ); and bipolar disorder, 1.2% (0.7%-0.9% [20, 24] ). This report is constrained by several limitations in the study design. First, the diagnostic interviews were conducted over the telephone rather than in person. While the emerging literature suggests generally good agreement between these two modes of interview administration (27) (28) (29) (30) , illicit drug use may be an important exception, since it has been found to be underreported in telephone interviews (31) . Second, because the study was set in a large, urban health maintenance organization and included few patients from the extremes of the income distribution, the results may not necessarily generalize to other primary care patients in other treatment settings or to population-based samples. Population-based research reveals marked urban/rural (32) and income-related (33) differences in the prevalence of individual mental disorders. Third, patients were examined for 16 common mental disorders rather than the full range of DSM-IV disorders. A more comprehensive diagnostic interview would be expected to uncover even higher aggregate rates of disorder and higher rates of psychiatric comorbidity. Fourth, a substantial number of the sampled patients did not participate in the study. Although we cannot be certain of the effect of nonresponse on the rate estimates, the finding that the respondents were similar in basic demographic composition and prior psychiatric visits to a large group randomly selected from the same primary care population suggests that the responders were representative of the clinic population as a whole. Nonresponse rates are not available from the other two published studies that examined psychiatric comorbidity and disability in primary care (1, 8) . Fifth, despite the large study group size, high rates of psychiatric comorbidity limited the number of available patients with some individual mental disorders alone.
Primary care patients who meet criteria for more than one current mental disorder are common, highly disabled, and most often untreated. Furthermore, some mental disorders (e.g., generalized anxiety disorder and panic disorder) rarely occur in isolation. Outcome studies are needed to increase our understanding of the clinical course and effective treatment of primary care patients with comorbid mental disorders.
